BACKGROUND: Giant Bowen's disease is a rare and unusual clinical manifestation. Presenting as extensive scaly erythematous patch or plaque, it gives rise to a wide spectrum of dermatological differential diagnoses.
Introduction
Bowen's disease is considered an intraepidermal/in situ squamous cell carcinoma (SCC) as long as it has not spread beyond the basal membrane. Spreading into the dermis is a timeconsuming process, and when it happens, it grows as an invasive SCC [1] . This precancerous nature of Bowen's disease was first recognised by John Templeton Bowen in 1912 [2] . The risk of progression to invasive SCC is estimated to be 3-5 % for extragenital lesions and 10% for genital lesions [3] . Referring to these assertions, its potential lateral spreading through the epidermis is expected. By this gradual progress, with time, Bowen's disease gets an unusual giant dimension.
Clinical presentation as a large erythemosqamous patch or plaque can be mistaken with various other dermatological differential diagnoses [4] , [5] .
Chronic UV irradiation exposure (solar, iatrogenic and sunbeds) is considered the most obvious trigger of Bowen's disease. Etiological causes also inspected are age, genetic factors, arsenic exposure and other carcinogens, human papilloma viruses (HPV), immunosuppression, trauma, x-ray irradiation etc. [4] .
We present a case with giant Bowen's disease on the face, a sun-exposed area, an elderly patient. Our observation prompted us to consult the literature concerning this unusual presentation of Bowen's disease and compare the published findings with ours.
Case Report
An 85-year-old female was referred to our department with a history of slowly enlarging scaly erythematous lesion on the left cheek, developed over the last two years. Completely asymptomatic, it has caused an only cosmetic disturbance. Patient has reported unprotected exposition to the sun 5-6 months per year, in the last 30 years. She declined previous cutaneous carcinomas of any kind. The attempts to treat it with topical corticosteroids and antimycotic creams did not reveal any results. After careful clinical and dermoscopic examination of the total skin, no other suspected lesions were noticed.
Dermatological status showed scaly, slightly elevated erythematous plaque with dimension 9 x 7.5 centimetres and well-demarcated borders from the surrounding healthy skin (Fig. 1 ). Histopathological examination revealed parakeratosis in stratum corneum with atypia in cells throughout the epidermis. Individual dyskeratotic cells and increased mitotic figures were evident in the spinous layer. So, the diagnosis of Bowen's disease was confirmed (Fig. 3) . We aimed to review the literature and hence a Medline search was undertaken for the terms "Giant https://www.id-press.eu/mjms/index Bowen's disease", "Huge Bowen's disease", "Large Bowen's disease" and "Extensive Bowen's disease". Additional articles were disclosed from the references given in the publications. All articles were methodically studied for the described clinical, dermoscopic and histopathological features. Clinical images and photomicrographs were reviewed and matched with those of our patient. All articles lacking any photomicrographs were excluded. 
Discussion
Giant Bowen's disease is rarely reported in the literature [8] . There is no consensus on an official definition of large, extensive or huge Bowen's disease. Morton et al. made efforts in their study to define "large Bowen's disease" as a lesion with a dimension more than 2 cm [14] . On the other hand, Lopez et al. used the term "extensive Bowen's disease" for those lesions larger than 3 cm in diameter [15] . Our patient with 9 x 7.5 cm sized Bowen's disease fulfilled the criteria proposed by Morton and Lopez [14] , [15] .
Although the clinical presentation can argue about plentiful of dermatological diseases, dermoscopic findings strongly suggestive for Bowen's disease were recently defined [16] . Anyway, histopathology remains the 'gold standard' for an accurate diagnosis of Bowen's disease [17] .
The period for full expression of the Bowen's lesion is variable, from 2 years to maximum 40 years, a finding which is strongly in favour of the slow, lateral spreading of Bowen's disease.
Opposite to our patient, the most common position of giant Bowen's disease in other published cases is the abdomen, followed by flanks. These are covered parts of the body, non-sun exposed. We could assume that this observation and the fact that most of the patients with giant Bowen's disease are old males are the reasons for ignoring the lesion or delaying the dermatological consultation.
Only two of the patients from the literature, including our, have a lesion on the face, and both of them have the shortest history of 2 years duration of the disease. Upon that background, we can assume that cosmetically non-acceptance was the main motive to the patient to seek out dermatological help.
Asymptomatic as it is, the early lesions of Bowen's disease are very subtle and overlap with clinical features seen in many other dermatological conditions (seborrheic keratosis, superficial basal cell carcinoma, actinic keratosis, eczema, tinea, psoriasis vulgaris, seborrhoeic dermatitis etc.) [5] .
Although early dermatological consultation can be accessed by the patient, these clinically not specific changes of Bowen's disease often mislead the dermatologist in making the correct diagnosis. Undiagnosed Bowen's disease ultimately advances to invasive SCC [11] .
Treatment modalities for Bowen's disease are topical immunosuppressive/immunostimulating creams, cryotherapy, curettage, photodynamic therapy, radiotherapy, laser and finally surgical excision [18] . The therapeutic choice can be influenced by the age group, number, size and localisation of the lesion, preferable and comfortable solution by the patient and affordability of the therapeutic modalities [1] .
In conclusion, the term "giant" is referred to clinical manifestation of the lesion, and it should not be used as a variant or distinctive form of Bowen's disease. We suppose that giant manifestation of Bowen's disease is due to neglecting the skin lesion by the patient, or not identifying it promptly by the dermatologist. Therefore, we strongly recommend self skin examination to be carried out, especially in older patients. Also, regular dermoscopy performed on every long-standing erythemosquamous skin lesion should be a rule. Early recognition of Bowen's disease and prevention of its undeniable progression into an invasive SCC is very important.
